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Tobacco Use Among Adults — United States, 2005 


Four of the Healthy People 2010 objectives* regarding 
tobacco use are to reduce the prevalence of cigarette smoking 
to 12.0%, cigar smoking to 1.2%, use of smokeless tobacco 
to 0.4%, and to increase cessation attempts among adult smok- 
ers to 75.0% (1). To assess progress toward achieving these 
four objectives, CDC analyzed self-reported data from the 
2005 National Health Interview Survey (NHIS). This report 
summarizes the results of these analyses, which indicated lag- 
ging progress on all four objectives. In 2005, approximately 
20.9% of U.S. adults were current cigarette smokers, the same 
percentage as in 2004 (2), suggesting that the 8-year decline 
in smoking prevalence among adults in the United States might 
be stalling. In addition, the findings indicated that, in 2005, 
an estimated 2.2% of U.S. adults were current cigar smokers, 
2.3% used smokeless tobacco, and 42.5% of current cigarette 
smokers had stopped smoking for at least 1 day in the preced- 
ing 12 months because they were trying to quit (Figure). To 
meet the Healthy People objectives for 2010, full implementa- 
tion of effective, comprehensive tobacco-control programs that 
address both initiation and cessation of tobacco use is needed 
in all states and U:S. territories. 

The 2005 NHIS adult core questionnaire, which contained 
questions on cigarette smoking and cessation attempts, was 
administered by in-person interview to a nationally represen- 
tative sample of 31,428 persons from the noninstitutionalized 
U.S. civilian population aged >18 years. The same respon- 
dents were administered a supplemental questionnaire on can- 
cer that contained questions regarding cigar smoking and use 
of smokeless tobacco (i.e., chewing tobacco and snuff). The 
response rate for both the adult core sample and supplemen- 


tal questionnaire was 69.0%. Data were adjusted for 


nonresponse and weighted to provide national estimates of 





* Objectives 27-1a (cigarette smoking), 27-1b (smokeless tobacco), 27 


smoking), and 27-5 (cessation attempts among adult smokers). 


cigarette and cigar smoking, use of smokeless tobacco, and 
cessation attempts. Confidence intervals (CIs) were calculated 
using statistical software to account for the survey’s multi- 
stage probability sample design. 

[o measure cigarette smoking, respondents were asked, 
“Have you smoked at least 100 cigarettes in your entire life?” 
and : Do you now smoke cigarettes every day, some days, or 
not at all?” Current cigarette smokers had smoked at least 100 
cigarettes during their lifetimes and reported smoking every 
day or some days. Current cigar smokers had smoked at least 
50 cigars during their lifetimes and reported smoking cigars 
every day or some days. Current users of smokeless tobacco 
had used chewing tobacco or snuff at least 20 times during 
their lifetimes and reported using chewing tobacco or snuff 
every day or some days. Among current cigarette smokers, 
making at least one cessation attempt in the preceding year 
was defined as a “yes” response to the question, “During the 
past 12 months, have you stopped smoking for more than 
one day because you were trying to quit smoking?” 

In 2005, an estimated 20.9% (45.1 million) of U.S. adults 
were current cigarette smokers; of these, 80.8% (36.5 million) 
smoked every day, and 19.2% (8.7 million) smoked some days. 
The prevalence of current cigarette smoking varied substan- 
tially across population subgroups (Table). Current smoking 


was higher among men (23.9%) than women (18.1%). Among 
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racial/ethnic groups, American Indians and Alaska Natives had 
the highest prevalence (32.0%), followed by non-Hispanic 
whites (21.9%), and non-Hispanic blacks (21.5%). Asians 
(13.3%) and Hispanics (16.2%) had the lowest rates. 

By education level, smoking prevalence was highest among 
adults who had earned a General Educational Development 
(GED) diploma (43.2%) and those with 9-11 years of edu- 
cation (32.6%); prevalence generally decreased with increas- 
ing education. Adults aged 18-24 years (24.4%) and 25-44 
years (24.1%) had the highest prevalences. The prevalence of 
current smoking was higher among adults living below the 
poverty level (29.9%) than among those at or above the 
poverty level (20.6%) (Table). 

Certain populations had already surpassed the 2010 target 
of 12% for current cigarette smoking prevalence. These 
included Hispanic (11.1%) and Asian (6.1%) women, women 
with undergraduate (9.6%) or graduate (7.4%) degrees, men 
with undergraduate (11.9%) or graduate (6.9%) degrees, men 
aged >65 years (8.9%), and women aged >65 years (8.3% 
(Table). 

Among current cigarette smokers, an estimated 42.5% (95% 
CI = +1.7; 19.2 million) had stopped smoking for at least 1 
day during the preceding 12 months because they were trying 
to quit. Among the estimated 42.5% (91.8 million) of per 
sons who had smoked at least 100 cigarettes during their life 
times, 50.8% (46.5 million) did not smoke currently. In 2005, 
prevalence of current cigar smoking was 
and current smokeless tobacco use was 2.3° 
Prevalence of cigar smoking and use of smokeless tobacco were 
higher among men (4.3% and 4.5%, respectively) than women 
0.3% and 0.2%). 


Reported by: ? 
R Morritt | 


fA 


rye 


Editorial Note: The findings in this report indicate that the 
prevalence of cigarette smoking among U.S. adults did not 
change from 2004 to 2005. The adult prevalence might rep 
resent a stall in the decline in current cigarette smoking dur 
ing the preceding 8 years and mirrors a lack of decline in 
smoking among adolescents since 2002 (3). Influencing fac 
tors might include smaller annual increases in the retail price 
of cigarettes (4) and a 26.5% reduction in funding for com 
prehensive state programs in tobacco control and prevention 
trom 2002 to 2006 (5). Additionally, tobacco-industry ac 
vertising and promotional expenditures, primarily focused on 
price-discounting strategies, more than doubled from $6.7 
billion in 1998 to $15.1 billion in 2003 (6). 

he rate of decrease in cigarette smoking among adults is 


not sufficient to meet the 2010 objective of 12%, and the 
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FIGURE. Percentage change toward achieving tobacco-use national health objectives 
for 2010, by objective — National Health Interview Survey, United States, 2005 
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that include telephone quitlines, and 


health-care system changes (e.g., health- 
2010 


anne care provider reminder systems) (8). 
The findings in this report are sub- 
12.0% ject to at least three limitations. First, 


estimates for cigarette smoking are 
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based on self report and are not vali- 
dated by biochemical tests. However, 
self-reported data on current smoking 
status have been determined to have 
high validity when compared with mea- 
sured serum cotinine levels (9). Second, 
the NHIS questionnaire is administered 
in English and Spanish only, which 
might result in imprecise estimates for 
racial/ethnic populations unable to re- 
spond to the survey because of language 


barriers. Third, the small NHIS samples 





50 


% change 


*Persons who reported smoking at least 100 cigarettes during their lifetimes and who, at the time of 
interview, reported smoking every day or some days. Excludes 296 respondents whose smoking 


, Status was unknown. 


‘Current cigarette smokers who reported stopping smoking for at least 1 day in the preceding 
12 months because they were trying to quit smoking. Excludes 18 respondents whose quit attempts 


. were unknown. 


“Persons who reported smoking 50 or more cigars during their lifetimes and who, at the time of 
interview, reported smoking cigars every day or some days. Excludes 1,719 respondents whose 


«cigar smoking status was unknown 


Persons who reported using chewing tobacco or snuff at least 20 times during their lifetimes and 
who, at the time of interview, reported using chewing tobacco or snuff every day or some days 
Excludes 1,699 respondents whose use of chewing tobacco or snuff was unknown 


rates of improvements are also not sufficient to meet the 
objectives for cigar smoking, use of smokeless tobacco, and 
attempts at smoking cessation. In addition, prevalence remains 
high among certain segments of the population. For example, 
in 2005, the prevalence was 43.2% among persons with a 
GED diploma and 32.6% among persons with education levels 
of 9-11 years. 

Effective interventions have been identified for decreasing 
initiation and increasing cessation, but they have not been 
implemented adequately (7,8). Recommended interventions 
include increases in the unit price for tobacco, mass media 
campaigns in combination with other interventions, and com- 
munity mobilization campaigns to restrict access of minors to 
tobacco products in conjunction with enactment and enforce- 
ment of stronger retail sales laws and retailer education (8). 
Additional recommended interventions include reducing out- 
of-pocket costs to smokers for effective cessation therapies, 
multicomponent interventions (e.g., patient education, indi- 


vidual or group counseling, or nicotine replacement therapies) 


100 for certain populations (e.g., American 


Indians/Alaska Natives) result in single- 
year estimates with large confidence 
intervals. 

The lack of progress in reducing 
tobacco use and increasing cessation 
attempts among U.S. adults under- 
scores the need for increasing measures 
to establish sustained, comprehensive, 
evidence-based tobacco-control pro- 
grams that address both initiation and 
cessation. Full implementation of these 
programs at CDC-recommended lev- 
els of funding would accelerate progress toward meeting the 
2010 objectives and decreasing the health burden and 
economic impact of tobacco-related diseases (7,8). 
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TABLE. Percentage of persons aged >18 years who were 
current cigarette smokers," by sex and selected characteristics — 
National Health Interview Survey, United States, 2005 

Men Women Total 
(n = 13,762) (n=17,666) (N= 31,428) 
% (95% Cit) % (95%CI) % (95% Cl) 








Characteristic 


Race/Ethnicity$§ 
White, non-Hispanic 24.0 (+ 1.2) 20.0 (+ 0.9) 21.9 (+ 0.8) 
Black, non-Hispanic 26.7 (+ 2.8) 17.3 (+ 1.7) 21.5 (+ 1.6) 
Hispanic 21.1 (+ 1.9) 11.1 (+ 1.3) 16.2 (+ 1.2) 

American Indian 

Alaska Native 
non-Hispanic" 37! 32.0 (+ 9.7) 
Asian, non-Hispanic** 6 13.3 (+ 2.9) 
Educationtt 

12 yrs (no diploma) 29.5 25.5 (+ 1.5) 
<8 yrs Z 17.1 (+ 2.0) 
9-11 yrs + 3.5 : 32.6 (+ 2.3) 
12 yrs (no diploma) (+ 6.7 + 26.0 (+ 4.2) 
GEDS° diploma 47.5 (+ t 43.2 (+ 4.2) 
High school graduate 2é 7 (+1.4) 24.6 (+ 1.1) 
Associate degree 26.1 2.8 2.1) 20.9 (+ 1.7) 
Some college 26.2 95 (+ 1.5) 22.5 (+ 1.1) 
Undergraduate degree 9 | 9.6 1 10.7 (+ 0.9) 
Graduate degree 5. é 1.4) 7.1 (+ 1.1) 

Age group (yrs) 





24) 24.4 (+ 2.0) 
1.2) 24.1 (+ 1.0) 
1) 21.9 (+0.9) 
0) 8.6 (+0.8) 


23.7 1) 17.6 0.9) 20.6 (+ 0.7) 
34.3 (+3.2) 26.9 (+ 2.4) 29.9 (+ 2.0) 
21.2 (+ 2.0) 16.1 (+ 1.3) 18.4 (+ 1.2) 
Total 23.9 (+ 1.0) 18.1 (+ 0.7) 20.9 (+ 0.6) 
* Persons who reported smoking at least 100 cigarettes during their life- 
times and who, at the time of interview, reported smoking every day or 
me days. Excludes 296 respondents whose smoking status was 





nNKnNOwN 
ynfidence interval 

Excludes 314 respondents of unknown race or multiple racial categories 
‘| Wide variances in estimates reflect small sample sizes 
Does not include Native Hawaiians or Other Pacific Islanders 
' Among persons aged >25 years. Excludes 339 persons whose educa- 
tional level was unknown 
> General Educational Development 

Based on family income reported by respondents and 2004 poverty 
thresholds published by the U.S. Census Bureau 


report for 2003. Washington, Dt 


Available t http WWW.ITC.2OV 


I co control programs 


ind Human Services, CD¢ 


ve services: tobacco. Atlanta, 


US Department of I ind Human Services, CDC; 2006. Avail 
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State-Specific Prevalence of Current 
Cigarette Smoking Among Adults 
and Secondhand Smoke Rules and 
Policies in Homes and Workplaces — 
United States, 2005 


Smoking causes premature death and disease in children 
and adults who do not smoke but are exposed to secondhand 
smoke (SHS) (/). To assess the state-specific prevalence of 
current smoking among adults in the United States and the 
proportions of adults who report having smoke-free home 
rules* and smoke-free policies’ in their workplace, CDC ana- 
lyzed data from the 2005 Behavioral Risk Factor Surveillance 
System (BRFSS) (2). This report summarizes the results of 
that analysis, which indicated a threefold difference (from low- 
est to highest) in self-reported cigarette smoking prevalence 
in 50 states, the District of Columbia (DC), Puerto Rico (PR), 
and the U.S. Virgin Islands (USVI) (range: 8.3%-—28.7%). 
Wide variations also were observed in USVI and the 14 states 
that assessed prevalence of smoke-free home rules (from 63.6% 
[Kentucky] to 82.9% [Arizona}]) and smoke-free workplace 
policies (from 54.8% [Nevada] to 85.8% [West Virginia]). 
Evidence-based, comprehensive tobacco prevention and con- 
trol programs that focus on decreasing smoking initiation, 
increasing smoking cessation, and establishing smoke-free 
workplaces, homes, and other venues should be continued 
and expanded to reduce smoking prevalence, exposure of 
nonsmokers to SHS, and smoking-related morbidity and 
mortality. 

BRFSS is a state-based, random-digit—dialed telephone 
health survey of the noninstitutionalized, U.S. civilian popu- 
lation aged >18 years. The 2005 BRFSS was conducted in 50 
states, DC, PR, and USVI. The questions to assess SHS rules 
and policies were offered as an optional module and were used 
in 14 states and USVI. Estimates were weighted by age and 
sex distribution for each state/area population, and 95% con- 
fidenc e intervals were calculated. Because BRFSS data are state- 
specific, median prevalences rather than national averages are 
reported. The territories (PR and USVI) were excluded in the 
calculation of median prevalence. The median response rate 


among ail states and DC was 51.1% (range: 34.6%-67.4%) (2). 





* Home smoke-free rules are private household rules that are adopted voluntarily 
ry house 10ld MemDer®s. rey can include com »rehensive rules (hat make homes 
by | hold I It lud prel les th ke | 
smoke-free in all areas at all times and less comprehensive rules that restrict 
smoking to certain places or times 
Workplace smoke-free policies regarding smoking in public areas and work 
ireas are established either by legislation (at the local or state level) or through 


smoke-free policies adopted voluntarily by employers 
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Respondents were asked, “Have you smoked at least 100 
cigarettes in your entire life?” and “Do you now smoke ciga- 
rettes every day, some days, or not at all?” Current smokers 
were defined as those who reported having smoked at least 
100 cigarettes during their lifetimes and who currently smoke 
every day or some days. To assess smoke-free home rules, 
respondents were asked, “Which statement best desc ribes the 
rules about smoking inside your home?” The response 
options were 1) “Smoking is not allowed anywhere inside your 
home,” 2) “Smoking is allowed in some places or at some 
times,” 3) “Smoking is allowed anywhere inside your home,” 
and 4) “There are no rules about smoking inside your home.” 
To assess smoke-free workplace policies, persons who reported 
that they were employed and worked indoors most of the time 
were asked, “Which of the following best describes your place 
of work's official policy for indoor public or common areas, 
such as lobbies, rest rooms, and lunch rooms?” and “Which 
of the following best describes your place of work's official 
smoking policy for work areas?” Response options for the first 
question were 1) “Not allowed in any public areas,” 2) 
“Allowed in some public areas,” 3) “Allowed in all public ar- 
eas,” and 4) “No official policy.” Response options for the 
second question were 1) “Not allowed in any work areas, 2) 
“Allowed in some work areas,” 3) “Allowed in all work areas,” 
and 4) “No official policy.” 


Current Cigarette Smoking Prevalence 


During 2005, the median adult smoking prevalence among 
all 50 states and DC was 20.6% (range: 11.5%-—28.7%) 


(Table 1). Smoking prevalence was highest in Kentucky 
(28.7%), Indiana (27.3%), and Tennessee (26.8%) and was 
lowest in Utah (11.5%), California (15.2%), and Connecti- 
cut (16.5%). Smoking prevalence was 8.3% in USVI and 
13.1% in PR. In the majority of states, men had a higher 
smoking prevalence (median: 22.1% [range: 13.7%—30.6%!}) 


than women (median: 19.2% [range: 9.3%-—26.9%)]). 


Smoke-Free Policies in Homes and 
Workplaces 


In the 14 states that asked about smoking restrictions in 
homes and workplaces, the median percentage of persons w ho 
reported that smoking is not allowed anywhere inside their 
homes (i.e., complete smoke-free home rule) was 73.7%, and 
the median percentage of persons who worked mostly indoors 
and reported that smoking is not allowed in any indoor pub- 
lic areas or work areas within their workplaces (i.e., complete 
smoke-free workplace policy) was 73.4% (Table 2). In USVI, 
82.4% of persons reported complete smoke-free home rules, 


and 66.6% reported complete smoke-free workplace policies. 


TABLE 1. Prevalence of current cigarette smoking among 
adults,* by state/area and sex — Behavioral Risk Factor 
Surveillance System, 50 states, District of Columbia, Puerto 
Rico, and the U.S. Virgin Islands, 2005 


Men Women Total 
% (95% Cl*) % (95% Cl) % (95% Cl) 


Alabama 29.5 (+3.7) 20.5 (+2.1) 24.8 (+2.1) 
Alaska 27.9 (+3.9) 22.0 (+2.9) 25.0 (+2.5) 
Arizona 22.0 (+3.7) 18.8 (+3.2) 20.4 (+2.4) 
Arkansas 25.2 (+2.5) 21.9 (+1.8) 23.5 (+1.5) 
California 19.2 (+2.2) 11.3 (+1.3) 15.2 (+1.3) 
Colorado 21.6 (+2.0) 18.1 (+1.5) 19.9 (+1.3) 
Connecticut 16.9 (+2.3) 16.2 (+1.7) 16.5 (+1.4) 
Delaware 22.5 (+2.9) 19.0 (+2.1) (+1.8) 
District of Columbia 22.9 (+3.3) 17.6 (+2.0) (+1.9) 
Florida 24.8 (+2.3) 18.7 (+1.5) 21.6 (+1.4) 
Georgia 25.0 (+2.7) 19.4 (+1.7) 22.2 (+1.6) 
Hawaii 19.3 (+2.1) 15.0 (+1.5) 17.1. (+1.3) 
Idaho 19.7 (+2.3) 16.2 (+1.6) 17.9 (+1.4) 
Illinois 21.2 (+2.4) 18.7 (+1.7) 19.9 (+1.4) 
Indiana 29.7 (+2.3) 25.1 (+1.7) 27.3. (+1.4) 
lowa 21.8 (+2.3) 19.1 (+1.7) 20.4 (+1.4) 
Kansas 18.9 (+1.8) 16.8 (+1.2) 17.8 (+1.1) 
Kentucky 30.6 (+2.8) 26.9 (+1.9) 28.7 (+1.7) 
Louisiana 24.6 (+3.1) 20.6 (+2.1) 22.6 (+1.9) 
Maine 22.4 (+2.5) 19.5 (+2.1) 20.9 (+1.6) 
Maryland 19.7 (+1.9) 18.4 (+1.4) 19.0 (+1.2) 
Massachusetts 18.1 (+1.9) 18.0 (+1.5) 18.1 (+1.2) 
Michigan 24.1 (+1.6) 20.2 (+1.1) 22.1 (+1.0) 
Minnesota 21.0 (+3.0) 19.1 (+2.5) 20.0 (+2.0) 
Mississippi 25.9 (+2.9) 21.7 (+1.8) 23.7 (+1.7) 
Missouri 24.9 (+2.8) 22.1 (+2.2) 23.4 (+1.8) 
Montana 19.3 (+2.3) 19.1 (+1.9) 19.2 (+1.5) 
Nebraska 23.4 (+2.1) 19.2 (+1.7) 21.3 (+1.3) 
Nevada 25.2 (+3.4) 20.9 (+3.1) 23.1 (+2.3) 
New Hampshire 20.4 (+2.0) 20.5 (+1.7) 20.5 (+1.3) 
New Jersey 19.6 (+1.6) 16.8 (+1.2) 18.1 (+1.0) 
New Mexico 24.4 (+2.5) 18.8 (+1.7) 21.5 (+1.5) 
New York 23.0 (+2.1) 18.2 (+1.3) 20.5 (+1.2) 
North Carolina 25.6 (+1.6) 19.9 (+1.0) 22.7 (+0.9) 
North Dakota 21.5 (+2.4) 18.6 (+2.0) 20.0 (+1.6) 
Ohio 21.9 (+2.5) 22.8 (+2.0) 22.3 (+1.6) 
Oklahoma 26.5 (+2.2) 23.8 (+1.6) 25.1 (+1.3) 
Oregon 20.6 (+1.5) 16.5 (+1.0) 18.5 (+0.9) 
Pennsylvania 25.0 (+2.0) 22.5 (+1.4) 23.7 (+1.2) 
Rhode Island 19.4 (+2.7) 20.1 (+2.1) 19.8 (+1.7) 
South Carolina 25.3 (+1.9) 20.1 (+1.3) 22.6 (+1.2) 
South Dakota 20.4 (+2.1) 19.2 (+1.6) 19.8 (+1.3) 
Tennessee 29.3 (+3.6) 24.5 (+2.2) 26.8 (+2.1) 
Texas 23.3 (+2.3) 16.8 (+1.5) 20.0 (+1.4) 
Utah 13.7 (+2.0) 9.3 (+1.3) 11.5  (+1.2) 
Vermont 21.6 (+2.1) 17.0 (+1.4) 19.3 (+1.2) 
Virginia 21.5 (+2.6) 19.7 (+1.8) 20.6 (+1.6) 
Washington 19.1. (+1.1) 16.1 (+0.8) 17.6 (+0.7) 
West Virginia 27.4 (+2.8) 26.0 (+2.2) 26.6 (+1.8) 
Wisconsin 22.1 (+2.4) 19.5 (+2.0) 20.8 (+1.5) 
Wyoming 20.5 (+2.2) 22.1 (+1.8) 21.3 (+1.4) 
Median$ 21 — 19.2 — 20.6 — 

Puerto Rico 18.1 (+2.7) 8.7 (+1.5) 13.1 (+1.5) 
U.S. Virgin Islands 10.7 (+2.3) 6.1 (+1.3) 8.3 (+1.3) 


*Persons aged >18 years who reported having smoked at least 100 
cigarettes during their lifetimes and who currently smoke every day or 
some days. 

Confidence interval 
Calculation of median values excluded territories (i.e., Puerto Rico and 
U.S. Virgin Islands) 








State/Area 
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TABLE 2. Proportion of adults* who reported complete smoking restrictions inside their homes and in public or work areas 
in their workplaces, by state/area — Behavioral Risk Factor Surveillance System, 14 states and the U.S. Virgin Islands, 2005 


Complete smoking 
restriction Complete smoking restrictions in workplace 
inside home’ In public areas’ in work areas" In entire workplace** 
State/Area % (95% Cit) % (95% Cl) % (95% Cl) % (95% Cl) 


Arizona 82.9 (+2.2) 77.9 (+3.7) 85.1 (+3.2) 71.8 (+3.9) 
Arkansas 69.7 (+1.6) 67.9 (+2.5) 77.0 (+2.3) 61.3 (+2.5) 
lowa 71.9 (+1.5) 80.1 (+2.0) 87.3 (+1.6) 77.7 (+2.1) 
Kentucky 63.6 (+1.8) 74.0 (+2.7) 84.9 (+2.3) 71.5 (+2.8) 
Nevada 79.0 (+2.2) 60.1 (+4.0) 76.2 (+3.5) 54.8 (+4.0) 
New Jersey 76.7 (+1.0) 80.2 (+1.5) 86.0 (+1.4) 75.1 (+1.7) 
North Carolina 75.1 (+0.9) 79.3 (+1.3) 89.2 (+1.1) 76.5 (+1.4) 
Oklahoma 71.7 (+1.4) 80.2 (+2.0) 86.7 (+1.7) 76.4 (+2.1) 
South Carolina 72.0 (+1.3) 72.6 (+1.9) 80.3 (+1.8) 66.5 (+2.0) 
Texas 78.8 (+1.5) (+2.1) 86.9 (+1.8) 74.6 (+2.3) 
Virginia 74.6 (+1.7) (+2.2) 86.2 (+2.0) 75.4 (+2.4) 
West Virginia 65.4 (+1.9) (+2.0) 92.2 (+1.7) 85.8 (+2.3) 
Wisconsin 72.8 (+1.7) (+2.3) y (+2.2) 70.9 (+2.4) 
Wyoming 75.4 (+1.4) (+2.1) : (+2.0) 72.3 (+2.3) 
Median’s 73.7 - — ’ — 73.4 -— 
U.S. Virgin Islands 82.4 (+1.8) (+3.2) (+3.0) 66.6 (+3.4) 
* Persons aged >18 years 
' Smoking is not allowed anywhere inside the home 
Among persons who worked indoors most of the time, percentage who reported that smoking is not allowed in any public areas in their workplaces 
‘| Among persons who worked indoors most of the time, percentage who reported that smoking is not allowed in any work areas in their workplaces 
** Among persons who worked indoors most of the time, percentage who reported that smoking is not allowed in any public or work areas in their work- 
piaces 
' Confidence interval 
Calculation of median values excluded territories (i.e., U.S. Virgin Islands) 
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In all 14 states and USVI, respondents reported higher per for reducing adult smoking prevalence, as they did in 2004. 
centages of complete smoke-free policies in work areas Women in PR achieved the goal for the first time in 2005. 
{ 7. | » 85.50 ir sao TF 0 9? 3%)) : : = * " i. coal 5 _ 
median: 55.9’ |range: /0.2 agencies than in public ar Men in Utah met the goal in 2004 (11.7%) but not in 2005 
eas of their workplaces (median: 79.0% [range: 60.1% (13.7%) (4). The present rate of decline in current smoking 
I . The states with the highest percentages of smoke-free rates is not fast enough for most states to achieve the Healthy 
. — _ ( 29 OY, le (79 O{))- > 7 ae. = , - . pe : 

home rules were Arizona (82. 0) and Nevada 0%); the People 2010 objective of 12% (objective 7 = 0) 
t > > > > re ore Ke 2 04) : se . 
states with the lowest percentages were Kentucky (63.6%) and Because the majority of SHS exposure among nonsmokers 
¢ rinia (65.4%). > states wi “st percent- ; ae 
West Virginia (65.4%). The states with the highest ——— occurs in workplaces and homes, the only interventions that 
ages of smoke-free workplace policies were West Virginia 


(85.8%) and Iowa (77.7%); Nevada (54.8%) and Arkansas 


61.3%) had the lowest percentages. 


effectively protect nonsmokers from SHS exposure are legis- 
lation, policies, and rules that make workplaces and homes 


completely smoke-free (7). SHS exposure has decreased sub- 
Reported by: F Maurice, MS, S Thorne, MPH, U Ajani, MBBS, 


stantially during the past 20 years, in part because many 
1 Malarcher PhD, R Merritt, MA, C Husten, MD, Office on Smoking 


employers and communities and certain states have imple- 
mented smoke-free policies and laws. As of March 1, 2006, 


six states (Delaware, Massachusetts, New Jersey, New York, 


and Health, National Center for Chronic Disease Prevention and Health 


Promotion, ( oordinating Center for Health Promotion, ( De 
Editorial Note: Healt/y People 2010 objectives call for reducing 


Rhode Island, and Washington) had implemented laws 
adult cigarette smoking prevalence to 12% (objective 27-1), 


(effective on or before June 1, 2006) that make private work- 


reducing the proportion of nonsmokers exposed to SHS to places, restaurants, and bars smoke-free (5). In addition, sev- 


59 tive 27 easing the proporti wee 
t5% (objective 27-10), and increasing the proportion of work- eral other states have implemented laws that make one or two 


places and workers that are covered by smoke-free workplace of these three settings smoke-free. However, the findings in 
policies to 100% (objective 27-12) (3). In 2005, Utah and 
USVI; women in Utah, California, and USVI; and men in 


USVI continued to meet the Healthy People 2010 objective 


this report indicate that a substantial proportion of adults 
remain at risk for SHS exposure in their homes and work- 
places because of lack of smoke-free rules and policies. Among 
the 14 states that used the optional SHS module, only 





Oklahoma has had statewide smoke-free laws for private 
ition of median values excluded USVI 
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workplaces since September 2003, but restaurants in 
Oklahoma were not included until March 1, 2006. 

The patterns of current smoking among U.S. adults might 
be beginning to mirror the current smoking patterns among 
middle and high school students, which have not changed 
substantially from 2002 to 2005; smoking prevalence rates in 
this student population have stabilized in the past few years 
(6). The lack of change in cigarette smoking might be attrib- 
uted to the substantial increase in marketing expenditures by 
tobacco companies since 1998 and decreases in state funding 
for comprehensive tobacco-control programs since 2002 (7,8). 
In 2003, tobacco companies spent approximately $15.1 bil- 
lion on advertising and promotion, which more than doubled 
these expenditures from 1998 (7). The Federal Trade Com- 
mission reported that price discounts paid to retailers or whole- 
salers to reduce the price of cigarettes to consumers accounted 
for $10.8 billion (71.4% of total advertising and promotional 
spending by tobacco companies in 2003) (7). In contrast, in 
the state fiscal year 2006, Colorado, Delaware, Maine, and 
Mississippi were the only states that funded their tobacco- 
control programs at the minimum levels recommended by 
CDC (8,9). 

The findings in this report are subject to at least four limi- 
tations. First, BRFSS does not sample persons in households 
without landline telephones, a population that might be more 
likely to smoke (2). In 2005, an estimated 94.2% of the U.S. 
population had telephones; however, noncoverage ranged from 
2.1% of households in Connecticut to 10.0% of households 
in Arkansas and 23.8% in PR (2). Second, several states did 
not collect data for all 12 months of the year because of the 
severe hurricane season. Data from Mississippi and Louisiana 
only include information collected during January—August. 
PR did not collect data in March, and USVI did not collect 
data in July, October, and November. Third, estimates for ciga- 
rette smoking are based on self-report and are not validated 
by biochemical tests. However, self-reported data on current 
smoking status have been shown to have high validity (2). 
Finally, the median response rate was 51.1% (range: 34.6%- 
67.4%); however, the reliability and validity of BRFSS 
measures have been demonstrated (2). 

In the recently released report, the Surgeon General con- 
cluded that SHS causes premature death and disease in chil- 
dren and in adults who do not smoke (/). Children exposed 
to SHS are at increased risk for SIDS, acute respiratory infec- 
tions, ear problems, and more severe asthma (/). The home is 
the place where children are most exposed to SHS, and chil- 
dren remain more heavily exposed to SHS than adults (/). 


Exposure of adults to SHS has immediate adverse effects on 


the cardiovascular system and causes coronary heart disease 
and lung cancer (/). The Surgeon General’s report concludes 


that no risk-free level of SHS exposure exists (/). The report 


also concludes that eliminating smoking in indoor spaces fully 


protects nonsmokers from SHS exposure, whereas separating 
smokers from nonsmokers, cleaning the air, and ventilating 
buildings cannot eliminate this exposure (/). Laws and regu- 
lations that create smoke-free worksites and public places 
should be implemented to protect the health of the public. 
Everyone is encouraged to make their homes smoke-free to 
protect themselves and their families from exposure to SHS. 
Consumer education materials describing what the public, 
parents, and employers can do to make their environments 
smoke-free are available online at http://www.surgeongeneral.gov/ 
library/secondhandsmoke/secondhandsmoke.pdf. Implement- 
ing smoke-free rules and policies in conjunction with other 
elements of a comprehensive tobacco-control program, such 
as increasing tobacco excise taxes, having sustained counter- 
marketing campaigns, expanding access to quitline services, 
and increasing insurance coverage for tobacco-use treatment 
(10), have been shown to increase cessation, decrease con- 
sumption, and decrease SHS exposure. Implementing com- 
prehensive state tobacco-control programs that are funded at 
the minimum levels recommended by CDC (9) would accel- 
erate progress in reducing tobacco use and SHS exposure. 
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Brief Report 


Update: Mumps Activity — United States, 
January 1-October 7, 2006 


During January 1—October 7, 2006, a total of 45 states” 
and the District of Columbia reported 5,783 confirmed or 
probable mumps cases to CD( (Figure). | his includes 2,597 


cases previously reported by 11 states during January 1—April 


29, 2006 (/). This report summarizes the epidemiology of 


mumps cases in the United States during 2006. With low lev- 
els of reported mumps continuing, health-care workers should 
remain alert to suspected mumps, conduct appropriate labo- 
ratory testing, and use every opportunity to ensure adequate 
immunity, particularly among populations at high risk for 
mumps 

Cases of mumps are reportable through the National Noti- 
fiable Diseases Surveillance System (NNDSS). Reports are 


transmitted electronically via NNDSS to CDC each week and 


include individual case information such as age, sex, date of 


symptom onset, vaccination status, and complications of ill- 
ness. Mumps cases included in this report are those with 
onset from January | (week 1) through October 7, 2006 
week 40) 

lhe clinical case definition of mumps is an illness with acute 
onset of unilateral or bilateral tender, self-limited, swelling of 
the parotid or other salivary gland, lasting 2 or more days, 
ind without other apparent cause. \ confirmed case of mumps 
s one that is laboratory confirmed or meets the clinical case 
definition and is linked epidemiologically to a confirmed or 
probable case. \ probabl« case meets the clinical Case defini 
tion but is neither laboratory confirmed nor linked to 
nother confirmed or probable mumps case (2) 


Of the 5,783 cases, 3,113 (54%) were confirmed, and 2,612 


15%) were probable; for 58 cases (1%), classification was 
unknown. Six states reported 84% of the cases: lowa (1,968), 
Kansas (904), Wisconsin (750), Illinois (591), Nebraska (357), 
and South Dakota (288) 

For 5,747 (99%) of the 5,783 mumps cases with patient 
ge available, the median age was 22 years (range: 1 month 
96 years). Among the 5,739 (99%) patients for whom sex was 


known, 3,644 (63%) were female. As reported previously (/), 


highest age-specific rate continues to be among persons 


aged 18-24 years, many of whom were college students. 
Data regarding vaccination status are incomplete. In lowa, 

one of the states with the most complete data, preliminary 

vaccination data have been reported through September 30. 


Among | ,798 patients with completed follow-up reports, 123 





FIGURE. Number of mumps cases,* by month of onset — 
United States, January 1— October 7, 2006 
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"Provisional number of cases (N = 5,783) as reported to the National 
Notifiable Diseases Surveillance System 


(7%) were unvaccinated; 245 (14%) had received 1 dose of 
measles, mumps, and rubella (MMR) vaccine, and 884 (49%) 
had received >2 doses of MMR vaccine. Che vaccination sta- 
tus of 546 (30%) patients, the majority of whom were adults, 
was unknown (3). 

Among the 5,783 cases for which weeks of onset are known, 
cases peaked during April 16-29, the onset period for 1,498 
(26%) cases (Figure). The number of reported cases decreased 
during May—September, when most students were not attend- 
ing college. However, since students began returning to school 
in August, mumps clusters have been reported from three col- 
lege or university campuses in Illinois (84 cases), Kansas (22 
cases), and Virginia (12 cases). Most of these cases (96%) were 
reported in persons who had received 2 doses of MMR vac- 
cine. Because 2 doses of mumps-containing vaccine are not 
100% effective, in a setting with high vaccination coverage 
such as the United States, most mumps cases likely will occur 
in persons who have received the 2 doses. Multiple other fac- 
tors might have contributed to the spread of the mumps out- 
break (e.g., the close-contact environment of college 
dormitories or varying college admission requirements for 
MMR vaccination) (/). 

Health-care providers should continue to remain alert for 
suspected mumps cases, conduct appropriate diagnostic test 
ing, and report these cases to local or state health departments. 
At the initial visit, recommended specimens for laboratory 
testing include serum to test for mumps immunoglobulin M 
(IgM) antibodies and a swab from the parotid duct or other 
affected salivary gland ducts for viral isolation, reverse tran- 
scriptase—polymerase chain reaction testing, or both. Parotid 
duct swab is the preferred viral sample for mumps; urine 


samples are no longer recommended. The first (acute) serum 
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specimen should be collected within 5 days of illness onset. If 


the IgM antibody titer is negative, a second (convalescent) 
serum specimen for IgM antibodies is recommended 2-3 
weeks after onset of signs (e.g., parotitis) or symptoms; a 
delayed IgM response has been observed in patients with con- 
firmed cases of mumps, especially in vaccinated persons. The 
paired serum specimens also can be used to detect a signifi- 
cant rise (as defined by the testing kit instructions) in immu- 


noglobulin G (IgG seroconversion) if measured by 


enzyme-linked immunosorbent assay or a fourfold rise in titer if 


; j Sie aie 
measured using plaque-reduction neutralization assays or simi- 
lar quantitative assay. Negative laboratory tests, especially in 


vaccinated persons, should not be used to rule out a mumps 


diagnosis, because these tests are not sensitive enough to 


detect infection in all persons with clinical illness. In the 
absence of another diagnosis, cases meeting the clinical case 
definition should be reported as mumps cases. 

In response to this nationwide mumps outbreak, ACIP rec- 
ommendations for prevention and control of mumps were 
updated (4). Evidence of immunity through documentation 
of vaccination is now defined as | dose of live mumps vaccine 
for preschool-aged children and adults not at high risk for 
exposure and infection and 2 doses of live mumps vaccine for 
school-aged children (i.e., grades kindergarten—12) and adults 
at high risk for exposure and infection (i.e., health-care work- 
ers, international travelers, and students at post—high-school 
education institutions). Additional recommendations for out- 
break control include administering a second dose of MMR 
for preschool children and adults not at high risk for exposure 
and infection if these persons are part of a group that is expe- 
riencing an outbreak (4). To ensure high levels of immunity, 
especially among groups at high risk for exposure and infec- 
tion, every opportunity should be used to provide the first or 
second dose of MMR vaccine to those without adequate evi- 
dence of immunity (e.g., documentation of vaccination). Pri- 
vate health-care providers, clinics, health departments, 
health-care institutions, schools, universities, and colleges 
should consider offering MMR vaccine through such settings 
as routine preventive health services and special immuniza- 
tion clinics, including providing MMR in conjunction with 
influenza vaccine. 


Reported by: S Reef, MD, G Dayan, MD, W Bellini, PhD, A Barskey, 


MPH, S Redd, D Bi, MS, P Rota, PhD, ] Rota, MPH, Div of Viral 


Diseases, National Center for Immunization and Respiratory Diseases 
(proposed " ( dD " 
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Notice to Readers 





National Epilepsy Awareness Month — 
November 2006 


November is National Epilepsy Awareness Month. In 2006, 
epilepsy affects approximately 3 million persons in the United 
States and is characterized by recurrent, unprovoked seizures. 
Delayed recognition of seizures and inadequate treatment 
increase the risk for subsequent seizures, brain damage, dis- 
ability, decreased health-related quality of life, and death from 
injuries incurred during a seizure. 

Epilepsy most often affects young children and older adults, 
although persons can have epilepsy at any age. The effects of 
epilepsy on children can be especially problematic as they tran- 
sition into adult activities (e.g., driving and working). The 
number of cases among older adults is increasing as the U.S. 
population ages. 

he Epilepsy Foundation, in partnership with CDC, is con- 
tinuing its national programs to improve the health care and 
community support available to persons affected by epilepsy 
through public education and community awareness programs. 
Che theme for this year’s foundation campaign, which begins 
in November and will extend throughout the year, is “Not 
another moment lost to seizures.” The campaign includes ini- 
tiatives targeting outreach and education to young persons, 
seniors, blacks, and Hispanics. The foundation also is devel- 
oping a first responders curriculum to train emergency 
response personnel. In addition, the foundation has established 
partnerships with other national and local organizations to 
provide public education and community awareness programs. 
These organizations include the National Association of School 
Nurses, American Association of Retired Persons, Commu- 
nity Health Workers/Promotores National Network, National 
Council of La Raza, National Center for Farmworker Health, 
and East Coast Community Health Centers Association. 

Information regarding epilepsy and the campaign is available 
from the Epilepsy Foundation by telephone (800-332-1000) 
or at http://www.epilepsyfoundation.org. Information in Span- 
ish is available at http://www.fundacionparalaepilepsia.org or 
by telephone (866-748-8008). 
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Notice to Readers 


Self-Study Course: Principles of 
Epidemiology in Public Health Practice, 
Third Edition 


introductory self-study course, Principles of Epidemi 
in Public Health Practice, Third Edition, is now avail 
online. The course is designed for public health 
ssionals at the state and local level who have, or expect to 
responsibility for outbreak investigations or public health 


ill in 


cc, 


he course provides an introduction to applied epidemiol- 
ogy and biostatistics; it consists of six lessons: Introduction to 
Epidemiology, Summarizing Data, Measures of Risk, Display- 
ing Public Health Data, Public Health Surveillance, and 
Investigating an Outbreak. Continuing education credits are 
offered to physicians, nurses, veterinarians, pharmacists, 
certified public health educators, and other professionals. 


lhe self-study course (SS1000) is available at no charge at 


http://www2a.cdc.gov/phtnonline. A printed copy of the 


course can be ordered from the Public Health Foundation at 
hetp://bookstore.phf.org, or at telephone, 877-252-1200 


(United States) or 301-645-7773 (international). 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Infants* Born During 1990-1993 and 1997-2000 Who Were 
Ever Breastfed, by Race/Ethnicity of Mother — United States 


Percentage 


0 1990-1993 
Ti r 


Hispanic te, non-Hispanic Black, non-Hispanic 


Race/Ethnicity of mothe 


* Excludes twins and higher-order multiple births 


The percentage of infants ever breastfed increased from 55% among those born during 1990-1993 to 67% 
among those born during 1997-2000, bringing the levels of breastfeeding initiation closer to the Healthy People 
2010 objective of 75% among mothers in all racial/ethnic groups. Substantial progress toward meeting this goal 
has been observed among Hispanic (75%) and non-Hispanic white (69%) mothers. In addition, breastfeeding 
initiation nearly doubled among non-Hispanic black mothers, from 25% of infants born during 1990-1993 to 
47% of infants born during 1997-2000. 


SOURCE: Chandra A, Martinez GM, Mosher WD, Abma JC, Jones J. Fertility, family planning, and reproductive 
health of U.S. women: data from the 2002 National Survey of Family Growth. Vital Health Stat 2005;23(25). 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, week 
ending October 21, 2006 (42nd Week)* 





5-year 
Current Cum weekly Otal cases reported for previous years 


Disease week 2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending October 21, 2006, and October 22, 2005 
(42nd Week)* 





Chlamydia‘ Coccidioidomycosis Cryptosporidiosis 





Previous Previous Previous 
Current 52 weeks Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max week Med Max 2006 2005 week Med Max 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 21, 2006, and October 22, 2005 
(42nd Week)* 








Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Max 2006 2005 week Med Max 2006 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 21, 2006, and October 22, 2005 
(42nd Week)* 





Hepatitis (viral, acute), by type 





A B Legionellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 


United States 51 68 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 21, 2006, and October 22, 2005 
(42nd Week)* 





Lyme disease Malaria 








Previous Previous 
Current 52 weeks Current 52 weeks 
Reporting area week Med week Max 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 21, 2006, and October 22, 2005 


(42nd Week)* 





Meningococcal disease, invasive 





All serogroups 


Serogroup unknown 


Pertussis 





Current 


Reporting area week 
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week Med Max 2006 


Previous 
Cum Current 52 weeks Cum 
2005 week Med Max 2006 





United States 1 
New England 
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Mid. Atlantic 
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E.S. Central 
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W.S. Central 
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Pacific 


Alaska 
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) 13 58 7 
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) 101 61 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 21, 2006, and October 22, 2005 
(42nd Week)* 





Rabies, animal Rocky Mountain spotted fever Salmonellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med 2006 
United States 117 174 5,018 5,004 21 41 246 569 809 32,770 
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mmonwealth of Northern Mariana Islands 


able No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
» data for reporting year 2006 is provisiona 


Jata reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 21, 2006, and October 22, 2005 


(42nd Week)* 





Shiga toxin-producing E. coli (STEC)' 


Shigellosis 


Streptococcal disease, invasive, group A 





Previous 
Current 
Reporting area week Med 


52 weeks 
Max 





Previous 
52 weeks Cum 
Med Max 2006 


Current 
week 


Cum 
2005 


Cum 
2006 


Cum 
2005 


Previous 
52 weeks 
Med Max 


Current 
week 


Cum Cum 


2006 





United States 56 55 


New England 
Connecticut 
Maine 
Massachusetts 
New Hampshire 
Rhode Island 
Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 
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-O0W 


ooo 


2>OO Ff 
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Wy MING 
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Californ 
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American Samoa 

C.N.M.1 

Guam 0 
Puerto Rico 0 
U.S. Virgin Islands 0 


297 
63 y 189 4 64 


2.434 2,645 278 140 


244 1013 9804 12 


a4 


30 90 283 


3,994 
4 15 
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C.N.M.1 
U: Unavailable 
* Incidence data for re 


-: No reported cases 


* Contains data reported through the National Elec 


rting year 2006 is provisior 
Includes E. coli 0157:H7; Shiga toxin positive, se 


Commonwealth of Northern Mariana Islands 
N: Not notifiable 


Val 


9group non-0157; and Shiga toxin positive, not serogr 


stronic Disease Surveillance System (NEDSS 


Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 21, 2006, and October 22, 2005 
(42nd Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, ali ages Syphilis, primary and secondary Varicella (chickenpox) 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 week Med Max 2006 2005 week Med Max 2006 2005 
United States 3 52 334 2,052 109 173 
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1onwealth of Northern Mariana Islands 
No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
or reporting year 2006 is provisiona 


Jata f 


Jata reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 21, 2006, and October 22, 2005 


(42nd Week)* 





West Nile virus disease’ 





Neuroinvasive 





Previous 
Current 52 weeks Cum 


Reporting area week Med Max 2006 


Cum 
2005 


Non-neuroinvasive 





Current 


Previous 
52 weeks Cum 
week Med Max 2006 





United States 1 168 1,276 
New England 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending October 21, 2006 (42nd Week) 






































All causes, by age (years) Ail causes, by age (years) 
All | | | | | Pat All | a! | | Pat 
Reporting Area Ages >65 45-64 | 25-44] 1-24] <1 | Tota Reporting Area Ages >65 45-64 | 25-44 | 1-24 <1 | Total 
New England 57 398 122 22 14 14 45 S. Atlantic 1,234 765 258 138 43 29 75 
Bost MA 9 37 9 ) ‘ 13 Atlanta, GA 125 88 26 3 5 3 3 
}e 8 1 3 Baltimore, MD 172 91 47 23 7 4 14 
i MA ) 1 Charlotte, NC 110 78 12 15 2 3 7 
MA 4 1 2 4 Jacksonville, FL 170 77 25 46 15 7 4 
tford 1 ) 18 1 7 Miami, FL 110 67 23 14 5 1 12 
h e 1 1 1 Norfolk, VA 58 38 16 2 1 1 1 
M y 1 Richmond, VA 63 38 17 5 1 1 5 
MA 4 1 Savannah, GA 60 46 10 1 1 2 2 
Ne T St. Petersburg, FL 51 42 8 1 - 6 
R Tampa, FL 191 126 46 17 2 - 15 
MA Washington, D.C 104 57 25 11 4 7 1 
MA 1 1 1 Wilmington, DE 20 17 3 5 
no . E.S. Central 832 535 198 50 21 28 «458 
ms Birmingham, AL 165 109 32 11 5 8 13 
Mid. Atlantic 458 4 39 1 Chattanooga, TN 68 46 1 5 1 3 4 
Albany, 4 E 3 Knoxville, TN 89 57 21 6 4 1 3 
4 1 Lexington, KY 83 55 19 5 3 1 4 
}) Memphis, TN 197 115 6C 12 2 8 18 
4 Mobile, AL 39 29 8 1 1 4 
j 4 1 1 Montgomery, AL 64 40 19 a 1 6 
4 1 Nashville, TN 127 84 2€ E 5 6 6 
k City. N ; 49 W.S. Central 1,271 98 ©3908 93 28 46 65 
- : Austin, TX 97 57 28 7 3 2 3 
- : ‘ Pr Baton Rouge, LA 12 8 - 2 
‘ Corpus Christi, TX 45 26 1 3 3 5 
) ‘ Dallas, TX 175 93 5€ 13 3 10 7 
; El Paso, TX 95 67 R 7 3 4 
“+: : a ’ Fort Worth, TX 98 70 1€ 4 1 5 1 
a es - : P Houston, TX 237 133 61 26 10 7 16 
‘ Little Rock, AR 79 43 5 3 3 5 ix 
fot : ; ; New Orleans, LA" U U J U U U U 
: ‘ San Antonio, TX 253 179 a4 18 7 5 20 
: P Shreveport, LA 64 4 4 6 1 8 
: : : Tulsa, OK 116 79 2 6 1 3 1 
EN. Central Ad , 440 Mountain 967 64C 201 69 43 14 54 
, r a ‘ Albuquerque, NM 109 88 1 4 5 - 8 
- . ; Boise, ID 51 35 ] 4 1 2 3 
o 10 ys , Colorado Springs, CO 65 48 3 2 2 5 
as . ‘ , Denver, CO 100 64 5 7 2 2 6 
; , - Las Vegas, NV 258 171 63 15 6 3 14 
+ : , “ ‘ Ogden, UT 32 19 4 8 1 - - 
: = oe : - Phoenix, AZ 184 7 48 18 17 4 8 
as P 49 P e Pueblo, CO 27 19 6 2 - - 
# N ‘ : 2 Salt Like City, UT 141 99 24 10 7 1 10 
+ Wa ; ; ‘ Tucson, AZ U U U U U U U 
e : Pacific 1,521 1,013 101 35 18 02 
uf MI 49 8 4 1 Berkeley, CA 19 13 6 — 1 
jianar N 19 1 1 4 3 Fresno, CA 95 58 28 6 2 1 10 
3M +8 é 4 Glendale, CA 9 6 3 -- — 
M auké 1 € 4 4 Honolulu, Hi 63 46 11 4 1 1 5 
4 € 1 1 Long Beach, CA 57 35 13 5 2 2 6 
k € 3 1( Los Angeles, CA 113 42 41 22 7 1 3 
N y 1 1 Pasadena, CA 44 33 9 2 — -- — 
Hi f 19 1 4 ) Portland, OR 130 83 32 9 6 18 
Youngstown, OH 4 4 Sacramento, CA 210 152 45 7 4 2 10 
WN. Central 69: ‘ - - 19 24 4 San Diego, CA 142 96 30 12 3 ; 4 
Moine A - ? ? ‘ - ps San Francisco, CA 132 82 33 11 2 3 16 
on Bee 4 y San Jose, CA 200 153 31 7 3 6 8 
“ tien td + 14 A . , ; Santa Cruz, CA 25 16 9 - — 
Ka M je 24 = . 6 4 Seattle, WA 107 70 24 10 3 - 4 
NE 4( 2 4( 4 Spokane, WA 54 41 10 2 1 7 
M f MN = 6 38 14 ‘ 3 . Tacoma, WA 121 87 28 a 1 1 3 
4 NE 84 8 20 5 1 4 Total 11,159°* 7,303 2,503 791 290 266 54 
MO 14 41 29 13 3 5 2 
aul, Mr 4 16 3 2 1 3 
W “ € 68 1 6 3 1 
1ilable No reported cases 
Morta jata in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 
irrence and by the week that the death certificate was filed. Fetal deaths are not included 
eumonia and influenza 
r e of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
Be ise of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted 


{ 


joes unknown ages 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals October 21, 2006, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 
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